of the sacrum and wide removal of tissues adjacent to the rectum and anal canal will in most instances result in as large a percentage of permanent cures as the more radical procedures just discussed. In the majority of cases the advantages, if any, derived from the more radical procedures are more than offset by an increased morbidity, complication rate and mortality.
The " Hopeless " Case By ROBERT V. COOKE, Ch.M.1 Bristol I WOULD not presume to speak to you about the care of the truly hopeless case. This difficult task falls to others in our profession, and I am sure it is always a source of wonder and admiration that these doctors are able to do so much to sustain such patients through their last weeks or months of life. It may be from a sense of duty, but I am sure there is also a degree of compassion, of kindness and of patience which possibly few surgeons possess.
Our job is so much easier, for during our activities patients are buoyed up (Fig. 6) The main difficulty of the operation is in the establishment of urinary diversion; the chief complication of pelvic exenteration is fistulk.
The majority of patients requiring this operation are male, because in the female the uterus and vagina intervene between the growth and the bladder. Cancer of the colon may be counted among the more benign cancers but it becomes more serious when the bladder is affected. The risk of pelvic exenteration performed for cancer of the cervix is not comparable with that performed for cancer of the rectum. Cancers of the cervix are more limited, and the clinical state is better.
Certain cancers of the rectum progress slowly, and the disease may still be limited to the pelvis years after the onset.
Technique
(1) The pelvis is cleared except for the sacral plexus, the obturator nerve and the iliac vessels; even fat and lymphatics are removed by gauze dissection.
(2) Ligature of the internal iliac artery at the start of the operation is essential to prevent excessive bleeding. I lost a patient by omitting this technical detail. Furthermore I believe that there is more bleeding if the pelvic exenteration is performed for rectal cancer than if it is for cancer of the cervix.
(3) Any part of the gastro-intestinal tract, after being disconnected, can be used for reconstruction of urinary diversion.
Verhoogen Case I (Dr. Tuts).-During a Miles operation I found an unforeseen invasion of the bladder; I made a "wet colostomy" during the abdominal phase, but afterwards, during the perineal phase, the patient collapsed on account of a sudden hemorrhage. I was not yet aware of the procedure of tying the hypogastric artery.
Case II (Dr. Van Houdt) had a rectovesical carcinomatous perforation.
"Wet colostomy." Died of peritonitis the eighth day with leakage from the right ureter.
Case III had cedema of the bladder wall in contact with the rectal cancer. "Wet colostomy." This patient, a stone-mason, resumed his work for eight months; then suddenly he died in a fortnight from pyelonephritis with calculi in both the kidneys.
Case IV (Dr. Ursi).-Four years earlier I had performed an abdominoperineal amputation for a perforated rectal cancer. Numerous recurrences were treated twice by radium and thirteen times by local resections in the perineum. Pain was great. Eighteen months ago pelvic exenteration because of hlmaturia on two occasions. Urinary diversion using the ileocecum. For many months a urinary fistula has been present at the perineum. The patient is still living, without a local recurrence, but for the last few weeks he has had paralysis of both legs caused by a metastasis in the lumbar spine.
Case V (Dr. Smet) was operated on four years ago by a surgeon who at that time declared the case inoperable. He made a double-barrel colostomy and ordered perineal radiotherapy, which provoked necrosis, with the result that the patient left the clinic with a cavity in his perineum in which both fists could be placed. Gradually a fistula the size of half a crown developed between bladder and rectum, the walls being covered by recurrences.
A year ago I performed pelvic exenteration and used as urinary diversion that part of the sigmoid colon which remained between the rectovesical pouch and the double-barrel colostomy. For a few weeks there was a urinary fistula at the
